THE specimen was a lower right second premolar extracted from the mouth of a male, aged 56. The condition was diagnosed fifteen months before the tooth was removed, the colour change being then visible. Three months before extraction the tooth became hypersensitive to thermal changes which eventually made the operation necessary. Clinically the mouth was reported as exceptionally good. Skiagrams showed rarefaction of the alveolar margin behind the tooth, slight absorption on both sides and serumal calculus at the gum margin. The pulp-chamber in its upper part appeared enlarged and was tending to envelop a mesial interstitial metal filling. Elsewhere the only changes visible were an exostosis confined to the terminal third of the root. The cancellous bone and lamina dura appeared normal. This skiagram was taken at the time the clinical diagnosis was made.
tissue. Section 25: This section is the first to show any gross changes. A large irregular absorption cavity can be seen in the dentine, filled with a faintly granular pink staining material containing bone corpuscles. This area has no connection with the pulp cavity. In later stages it will be seen that a connection is present, and that this apparently isolated area is a part of a widespread area of absorption and inostosis starting at the margin of the pulp cavity. In the pulp itself the first indication of an inflammatory infiltration are present. There is one large area of very irregular secondary dentine and the odontoblast layer has completely disappeared.
Section 26.-This section shows a large area of absorbed dentine filled with bony tissue which, in places, contains cavities filled with granulation tissue. The odontogenetic zone shows the usual resistance to absorption. In the pulp are two areas of rapidly calcifying pulp-stone in which the outlines of the calcospherites can be seen. The area of round-celled infiltration is more widespread.
Section 27.-The excavated area in the dentine is larger still and the contained bony tissue has more and larger uncalcified areas containing granulation tissue. The appearance suggests active calcification and inclusion of cells. In the pulp chamber the isolated masses of calcification are beginning to fuse. On that side where the secondary dentine is thickest, it is beginning to absorb, but here no multinucleated cells can be seen. Section 28.-The excavated area in the dentine is still larger and contains a large cavity filled with granulations; active absorption is visible at the margins of this Proceedings of the Royal Society of Medicine 28 area. A few multinucleated cells are present. There is a smaller area of granulation tissue external to this in the bone, where calcification is still taking place. The small area of absorption seen in the previous section on the pulp margin of the secondary dentine has progressed to involve the primary dentine. Another globular cavity encircled by dentine is visible. This is the base of the cavity which contained the filling and is now full of d6bris. Section 29.-The area in the dentine filled with bone is larger and approaching the surface. There is still one small area where calcification of it is still going on, but the larger cavity of absorption is increasing in size. The pulp has been encroached upon by secondary dentine, which is still forming in places. The marginal absorption of the pulp cavity has progressed, and in the recent state the contained granulations were in contact with the filling.
Section 30.-In this section the area of primary absorption of the tissues has passed the amelo-dentinal junction in places, and the deposit can be seen projecting from the surface in contact with decalcified enamel prisms, sufficient of which remain to show the prismatic outlines. There are no areas of calcification to be seen. The absorption cavity in the bone is larger and has blended with that seen in the last section to be in contact with the base of the filling. Its central granulations have begun to necrose.
Section 31. This section passes through the extreme tip of the pulp, which is obliterated by secondary dentine. The bone deposit in the enamel excavations is more definite. The bone in general has been thinned out to an extreme extent. Its central cavity of necrotic granulations is in wide contact with the base and side of the filling. Section 32.-This section is well above the pulp level. The unabsorbed bone is so thin that in places some of the granulations must be in contact with the thinned-out enamel. No actual perforation is visible and this agrees with the clinical description. CONCLUSION. The opinions which I have formed from a study of these sections are as follows:-
(1) That the condition is a granuloma of the tooth-pulp.
(2) That it is comparable with that other and far more common granulomata, clinically known as a " polypus of the pulp," in that both are formed by external irritation. The irritation producing a polypus of the pulp is toxic and the actual external granuloma can only arise when the pulp becomes exposed. The irritation producing this interr4al granuloina is traumatic. In this case it started at the cutting of a deep cavity with its base near the pulp; or, more slowly and later, as the result of the foreign body in the dentine. I consider that the secondary dentine towards the base of the cavity was the reaction to the early caries and that the granulomatous change started later.
(3) That the absorption of the dentine-and, eventually, of the enamel-occurred secondary to the formation and expansion of the granuloma.
(4) That a change occurred in the nature of the cellular activity, which determined the calcification of a bony tissue to repair and replace the lost tissue. This never becanme complete.
(5) That finally, absorption again replaced calcification and progressed steadily until the necessity for surgical intervention occurred.
